When I was a young family physician, one of my first patients (during a home visit) told me how she remembered my great grandfather riding up on his horse to see her mother. The family "doctor" (because there was only one kind) had delivered all of her mother's many children, set her broken ankle, and performed a gastrectomy (the first in the country) on her husband. During her long life, my patient had only seen doctors from one family; I was present at her death some time later. None of her medical care had involved the use of specialists or specialty teams, and the only silos that she might have encountered would have been those created by the brief overlap of the four generations of caregivers.
As quaint and appealing as this story may seem, few of us would really prefer this kind of arrangement today. The explosion of medical knowledge has meant that the skill and information that could help our health vastly exceeds the capacity of any one person or team. Our collective healthcare system now means that we can expect a far longer life expectancy with less morbidity than our ancestors. The "wisdom of crowds" presented by the many able minds responsible for our health multiplies the benefits of each of the individual players. Of course, any change brings unintended consequences. Personal relationships with caregivers that were able to apply our own context to each medical decision have faded. As patients, we are more likely to be treated like widgets on a conveyor belt, and perhaps more importantly, the different players and teams are often less inclined to take the supreme responsibility for our long-term health nor to communicate effectively with the others. At a group level, decisions made to the benefit of one group of patients may impact unfavourably on others. Silos are recognized as a cause of fragmented care, unnecessary intervention, medical error and poor outcome, and result in considerable stress to providers, patients, and their families.
The silos themselves are inevitable, necessary, and not going away. The ultimate problem is less the existence of specialization and sub-specialization within the confines of the silos than the walls, reflecting inward, that separate them. Healthcare workers trapped in silos are likely to focus on a particular segment of our health and less on the common shared goal (optimal well-being) that supersedes the sub-goal addressed by their own special interest. Although they might seem so, these walls are rarely physical (although they might be geographic)-they are more likely to be human and in most cases cognitive; we don't know what we don't know. We presume that others are doing things without this actually being the case and are biased to believe that our perspective is the most valid one. We are able to make process changes to make the internal function of our silo more efficient, often without having to consider the effect that the changes may have on an adjacent silo. The most extreme metaphor for a mega-system with silos is found in world politics, where contrasting goals and perspectives are addressed with intimidation, force, or economic bullying that aims not at a better world, but an advantageous position of the most powerful player! Even though a better world is obviously in the ultimate interests of everyone, political focus tends to be on what can be grasped for the immediate advantage of those with our own interests.
This special edition of Healthcare Management Forum hopes to stimulate discussion about what silos mean to our healthcare system and how the dilemma of silos can be addressed. The following articles offer insight into the issue with examples of initiatives that have attacked silo walls in order that patient care could be enhanced by constructing shared perspectives and values where the interests of both the trees and forest are taken into account when leading healthcare changes.
Grant Innes, using the example of emergency access block, argues how a solution in one silo has been allowed to create a larger problem in another, and further that silos have retarded innovation by blocking the stimulus to change from the players in a position to enact such change. He offers an accountability strategy as a solution whereby each link in the healthcare chain would become aware of how they are managing their own load and how their ability to function directly affects those of the other links.
Baker et al.'s analysis of adverse events in home care demonstrates many of the pitfalls of poor communication between teams, team members, and poorly integrated disciplines taking care of patients in home care. His results show how the patient is often in their own silo, with caregivers ignorant of contextual knowledge that would be important to know to provide safe care. They recommend a "case quarterback" responsible for ensuring coordination, communication, and liaison between care providers and teams.
With the current drive to decrease the use of unnecessary and potentially harmful medical intervention, Hicks et al., using their experience with implementation of an institutional Choosing Wisely strategy, show how institutional culture can be changed across silo boundaries, capitalizing on the efforts and interest of frontline staff. Importantly, they stress that visible, robust, and collective support of the entire senior leadership team is essential for meaningful and sustained change.
Travers et al. report on the successful development of a high-performance emergency health service from a previously fragmented system by employing co-leadership using leaders from different backgrounds, common language, and integrated relationships with previously fragmented healthcare groups, blurring the lines between care traditionally considered "hospital" and "prehospital."
Silos in healthcare units are not the only ones to affect our patients. Patients may find themselves in silos that bring about different abilities to access care or realize the same level of well-being. With rapidly changing demographic patterns in Canada, our healthcare system needs to ensure that all citizens are afforded equity in healthcare experience, outcome, and working environments. Gill et al. argue that focus on "diversity" alone is insufficient to effect adequate transformation and that this needs to shift to "diversity, equity, and inclusion (DEI)," and report on the successful introduction of an affective DEI strategy at a major Canadian healthcare institution.
Variation in governance arrangements, powers, and leadership capacity can improve population health. Using "what if" thinking, Pepler envisions a system where silos are broken to encompass all people living with chronic conditions, not just those with a single disease or in high-risk groupsputting personalized care planning at its heart. She calls for national partners to work together around a common goal of developing a program aimed at driving policy and service delivery through a variety of funding instruments, aimed at allocating a year of care funding for people living with multiple conditions.
Finally, Petrie et al. point out that those responsible for leading healthcare need to move beyond reduction of the system into parts that can be adjusted in isolation. They recommend the use of a complex adaptive system approach in which a commitment to a common purpose is supported by a sophisticated approach to problem solving, including systems thinking, comfort with conflict, recognition of biases, and differentiation, balancing, and integration of perspectives.
I hope this special edition is useful and allows you to think about how to fill the gaps surrounding the silos that may exist in your own work.
